Abstract: Trends in overall drug use among Indian and non-Indian youth have followed similar patterns, increasing from 1975 to the early 1980s and, for the most-used drugs, declining since then. At every point in time more reservation Indian youth are involved with drugs than are non-Indian youth. Rates for cocaine and hallucinogen use by Indian youth increase until 1990. The decline in overall drug use has occurred because a considerable number of moderate users have shifted to nonuse. There has been no decrease in the proportion of high-risk users; since 1980, it has stayed between 17% and 20%. Societal changes and prevention programs are reaching casual drug users but not those susceptible to heavy drug involvement.
dreams and becoming intoxicated among members of one eastern tribe. (See Mail and McDonald [1980] and Albaugh and Albaugh
for a more complete description of cultural explanations.) Many of these explanations are intuitively appealing; however, they are mainly conjectural and have only limited descriptive power. For instance, in the example cited, to explain the widespread use of alcohol among other tribes, one would have to look at their specific cultural content to find parallel associations. Given the richness of cultural elements in most tribes, it would be relatively easy to rationalize that at least one of the multiplicity of traditional practices or beliefs explained alcohol use.
There is fairly extensive literature linking conditions of social deprivation found in many Indian communities to elevated rates of drug and alcohol use. Methodologically, this is a difficult proposition to confirm as there is little variability among these factors in most locations. Liban and Smart (1982) , however, in a study they conducted in Canada, were able to provide some evidence for the hypothesis that socioeconomic factors are a strong link to drug use. When social background factors were accounted for, they found no difference between Indian and Anglo youth in rates of drug use. (See Lobb and Watts [1989] for a review and bibliography of additional studies of social factors.)
A third line of inquiry has been into the psychological or emotional variables that may predispose individuals to drug and alcohol use. At face value, factors such as depression or anxiety seem to be related to drug use; however, the research results have been disappointing. A more complete discussion of these factors begins on page 53.
In this volume I will attempt to provide a comprehensive picture of drug and alcohol use among American Indian adolescents. The data are drawn from our work over the past 17 years with thousands of Indian youth from dozens of tribes, and new data relating to Indian youth who do not live on reservations will be incorporated. The discussion will begin in this paper with the trends in drug use for reservation-based Indian youth whom we have monitored since 1975.
The Sample
For our long-standing survey of reservation Indian youth, each year we select five to seven tribes that are geographically and culturally representative of Indian youth across the country. When we report on drug use prevalence rates, we aggregate across two-or three-year periods to reduce sampling bias. We do recognize the great diversity among Indian tribes; in one sense it is not possible to obtain a sample of tribes that represent all Indian people. Indeed, if we were looking at cultural variables, we could not aggregate measures across tribes; rather we would have to deal with each tribe separately to characterize it accurately. Drug use, however, is a behavior that exists in a larger social context, and we have found in the past that there is only small variation in use rates among tribes. This situation may change in the future, however, as some tribes launch successful prevention programs that substantially reduce drug use in specific locations.
Although we attempt to contact and enlist the cooperation of all schools within each tribe, we are not always successful for logistic or administrative reasons. Once a school agrees to cooperate, all students in the 7th-12th grades are administered the self-report survey by the classroom teacher. (See Oetting and Beauvais [1990] for a discussion of reliability and validity issues related to self-report data and the instrumentation used.) Clearly these data are lacking in information about school dropouts, and any conclusions drawn must be restricted to Indian youth who remain in school. There are theoretical reasons and anecdotal reports indicating that drug use is higher among school dropouts -an important point that must be born in mind throughout this volume. We are in the early stages of a project designed to examine drug and alcohol patterns among Indian school dropouts, and we should have preliminary data available within the next year. To use an extreme example, a lifetime prevalence of 20% for marijuana in a population means something very different from a lifetime prevalence of 60% -the rates for marijuana use in 1989 for Anglo and for Indian 7th-12th graders. When the rate is 60%, it can be assumed that marijuana is highly available and that its use is the norm for that group; everyone probably has access to it, and the pressure to use is very high. A rate of 20% suggests that although the drug is not hard to get, access and pressure to use exist at much lower levels.
Trends in Lifetime Prevalence
The results presented in Table 1 -1 are somewhat mixed, but one overall trend is evident: for several of the more commonly used drugs there was a dramatic increase in use by Indian youth between 1975 and 1981, and there has been a gradual decline since then. This pattern is clear for marijuana, inhalants and stimulants. Additional data providing support for a general decline in drug use since 1981 among adolescents is provided in this chapter. There is no way to know with certainty the reasons for the upsurge and then the decline; however, it is important to recognize that this same pattern holds true for youth in general in the United States. The National Household Survey (National Household, 1990 ) is given every two to three years and includes a representative sample of 12-to 17-year-old youth. The lifetime prevalence data from this survey are plotted for four drugs in Figure 1 -1 and are contrasted with the data we have collected from Indian 7th-12th graders. As the methodology for collecting the data in the two surveys was different, the relative rates of use for Indian and non-Indian youth in Figure 1 -1 need to be interpreted with some caution. In a number of studies, however, we have compared age and gender distributions and have found that the groups are reasonably comparable.
Indian youth have consistently higher rates of drug use. The differences in use rates are so large that they could not have occurred merely from the method used. The similarity in trends over time for the The history of drug use and anti-drug use efforts in the United States may provide a clue as to why there was an increase in drug use followed by a consistent decrease. In the 1970s, as drug use became very common among younger adolescents, there were very few efforts in place to counter this use. Adults were naive about the effects of drugs and were both factually and attitudinally unprepared to confront the growing problem. Without adequate guidance from the adult community and in the absence of firm sanctions, young people were left in a value vacuum and increasingly pursued the short-term exhilaration and social pleasures provided by drugs. Gradually the adult community, bolstered by increasing medical evidence of the harm caused by drugs, mounted an everstronger anti-drug response. The early 1980s witnessed the rapid growth of anti-drug parent groups and many other community responses. Antidrug laws were passed, and the penalties for possession and sale of drugs were radically increased. Federal money and other resources were rapidly mobilized to develop prevention programs. The result has been a general drop in the use of drugs. To date there is still scant evidence that any of these programs had an immediate effect in and of themselves. That is, we cannot conclude that a particular set of prevention activitieswhether it is increased recreational opportunities, values clarification exercises, the building of refusal skills, legal penalties, or any of a myriad of prevention activities -has led to the declines we have seen in drug use. What is clear, however, is that through all of these efforts a national consensus was forming, and young people were getting a strong message that drug use was not a tolerable nor a valued behavior in this society.
However it was communicated, the same message seems to have gotten through to the young people in Indian country. Nearly every tribe now has some type of prevention program, and there is a growing movement of sobriety marches and calls for sober leadership on many reservations. The important point is that adolescent drug use is not immutable and that much of what works for society in general has at least some effect on Indian youth. Although there are certainly cultural differences to be recognized in addressing drug problems among Indian youth, there are also similarities with non-Indian populations that must not be overlooked.
Not all of the drugs listed in Table 1 -1 are declining in use by Indian youth. Notably, cocaine and psychedelics show small but consistent increases whereas they are decreasing in use by non-Indian youth. We have no explanation for this trend other than the observation in our early work that changes in the use of some drugs by Indian youth lag a year or two behind the national trend. This can be seen in Figure 1-1 where the peak for marijuana use among Anglo youth was about 1979 but among Indian youth was 1981. Another possible explanation for the continuing popularity of these two drugs is related to the supply pipeline. In subsequent papers we will see that marijuana use is extremely common on reservations, and it is possible that the sources of marijuana are also the sources of cocaine and hallucinogens. At least one more data point will be required in order to see whether the trends for cocaine and hallucinogen use are reversing and following the course of trends for non-Indian youth. Furthermore, although there has been a reduction in alcohol lifetime prevalence since 1985, the pattern is uneven. The more important number in Table 1 -1 is the lifetime prevalence of "getting drunk." Although many youth report having tried alcohol at some point in their lives, a better indicator of alcohol involvement is getting drunk. Unfortunately, we do not have long-term data on intoxication, but the last three data points indicate a possible increasing level of alcohol involvement. This pattern would match the anecdotal evidence from treatment workers on reservations, where there is an indication that alcohol use is increasing among adolescents.
Trends in Risk Level
As mentioned earlier, the index of lifetime prevalence does not give a complete picture of drug use patterns. Of most concern are youth who are using drugs heavily and on a regular basis as opposed to one-time use or occasional experimentation that has not continued. We have developed a classification of drug use that ranks youth on a continuum from essentially no use to continued heavy use (Oetting & Bdauvais, 1983) . This drug use hierarchy allows us to classify young people into three groups: (1) low-risk non-users -young people who, at the most, have tried a drug but are not currently using any drug; (2) moderate-risk users youth who are getting drunk once a month or more often and who may be using some marijuana; and (3) high-risk usersyouth who are using marijuana more than once or twice a week or who are using other drugs at least once a month. It should be noted that when we refer to moderate-or high-risk users, we mean those youth who are currently using drugs and alcohol in such a way that they may incur some physical or emotional harm from that use. . This is an unusual graph and will take some getting used to. The easiest way to interpret it is to visualize the width of each band as representing the proportion of the population in each category. For instance, in 1975 about 21% of Indian students were in the moderate-risk group. With this figure a slightly different picture emerges from that presented in the previous discussion. It appears that the reductions that were seen in the lifetime prevalence data are due mainly to a drop in the number of youth in the moderate-risk category and their movement to the low-risk group.
Since about 1977 the high-risk users group has not changed substantially: between 17% and 20% of youth have used drugs enough to place them at high risk. If our hypothesis is accurate that general societal influences have reduced drug use among Indian youth, it appears that there are nevertheless a substantial number of youth -the high-risk users -who do not respond to these societal messages. At the same time, however, it appears that the majority of youth (i.e., the moderate-risk users) can be reached by prevention efforts and will change their drug use behavior.
The existence of a persistent and unchanging high-risk user group has a number of implications. The treatment professionals and people working in hospital admissions, who have been at odds with the epidemiologists for several years, see no reduction in problems even though surveys show less drug use. Both sides may be right. There has been a reduction in use, but it has been among casual users and experimenters. There has been no decrease in the number of high-risk drug users -those who end up in treatment or in the hospital.
The fact that there is no reduction in the high-risk group suggests that members of this group probably cannot be reached by the usual prevention efforts. These youth are likely to have multiple problems that need rectifying, and the usual attempts to change attitudes through advertising, by increasing penalties or by building social skills will not work. Many of these youth have probably developed antisocial tendencies and will not listen to messages about social appropriateness.
Prevention, then, must be two-pronged. We should continue what we have been doing in the hope of reaching even more of the moderaterisk youth, but we must also have much more intensive intervention aimed at the high-risk groups. Simply intensifying the usual prevention approaches will not work. Effective efforts to reduce the number of high-risk users will more likely resemble treatment approaches where the multiple and ingrained problems of these youth can be resolved.
Trends for Younger Children
The data for younger Indian children are not as complete as they are for adolescents; they are, however, revealing. 
